even if one exists, or whether the swelling is merely a lymphatic gland breaking down. In most of my cases I have been able to squeeze pus upwards and see it come through the mastoid fistula, although one may have been unable to find the actual communication with a small probe. French observers have stated that Bezold's mastoiditis is liable to occur in diabetics.
Mr. W. M. MOLLISON: I have always been able to find an anatomical connexion between the swelling in the neck and the mastoid; by pressing on the swelling pus can be pressed up, and this reveals the track through the bone.
Mr. O'MALLEY (in reply): Mr. Stuart-Low is right; I omitted to mention the fact that I opened the abscess behind the sternomastoid. In reply to Mr. Colledge, it was possible by using pressure on the abscess below the mastoid to bring some pus into the tip of the mastoid. All the cortex of the mastoid was destroyed, and its interior was filled with granulation tissue, the latter also covered the lateral sinus, and pus practically surrounded it. In the neck there was a large quantity of foul smelling pus. These are not now very common cases, because, as a rule, they are taken in hand early. This case was extreme from the fact that the illness started as he wag returning from Australia, and as he was.at sea for a long time he had no opportunity of consulting anybody about it.
Case in which a Blow on the Mastoid Process caused Partial Destruction of the Auditory Nerve with Destruction of the Vestibular Nerve.
By T. B. LAYTON, M.S.
LIEUTENANT C. C. M., R.F.A., aged 33, appeared before the Aural Board for assessment of a pension on March 9, 1920. He stated that on April 18, 1916, while in Mesopotamia, he was struck on the head at the base of the right mastoid process by a piece of shell casing which he indicated as being about 4 in. by 3 in. in size. He said that he found he was deaf in this ear when the bandages were removed ten days later, and that he has been so ever since. Later, in answer to questions, he said that he was unconscious for two or three minutes after being hit, and that then he was so giddy that he was unable to get up, and that he continued to have severe attacks of giddiness for some time but that these had stopped by the time he arrived in England in June, 1916. His Board papers show that he complained of tinnitus and of giddiness on exertion when before a Board at Poona on June 2, 1916, and another note in October, 1916, says he had been a fortnight without tinnitus.
On examination no scar can be found behind the right ear and the drumhead is intact with no evidence of any old perforation. On the left side the drumhead is normal, the air and bone-conduction are normal; on the right both air and bone-conduction show some shortening with the normal relation one to another. The sound of a fork placed on the mid-line of the head is lateralized to the left side. When the noise-muachine is inserted in the left ear and set going he raises the voice distinctly, but with the right ear there is no response. Though he hears the fork in the right ear he has practically no hearing in this ear; with the noise-machine going in the left ear he does not respond to-the voice. On syringing the left ear with cold water a very strong normal reaction was obtained, but though the right ear was syringed with water of the same temperature for three times as long no response was got. A turning chair was not available, but the test was imitated by making him walk round a stick on the top of which he had placed the forehead. On walking round four times to the left no reaction was got; on walking round the same number of times to the right a nystagmus to the left was observed and a walking reaction to the right.
DISCUSSION.
Dr. DUNDAS GRANT: In this case there appears to be very considerable destruction of the auditory (cochlear) portion, because when the noise machinewas put on the sound side the patient raised his voice distinctly.
Mr. LAYTON (in reply): I brought up the case because it exemplifies a point which, I think, is most important in the diagnosis of these ear injuries, particularly, to my mind, in relation to functional deafness. Dr. Hurst and Dr. Peters have stated you cannot imagine an injury of the ear which has absolutely destroyed the cochlear nerve and left the vestibular nerve intact. That seems to me to be reasonable. Therefore if you find a person who is stone-deaf, or nearly so, but his vestibular reaction is normal, you should look upon the case as one of functional deafness, and give a better prognosis than if it were absolutely destroyed.
I do not think the man has any useful hearing in that ear, but the tests show that he has some hearing. The vestibular nerve, apparently, is destroyed entirely. There is a criticism to my description-which raises the question whether we have any quantitative test for the vestibular nerve, or whether we can, after testing, only say that nerve is reacting or it is not reacting. I could not get any response from this vestibular nerve, therefore I regarded it as entirely destroyed. Such a case supports the view of Dr. Hurst and Dr. Peters that if the vestibular nerve is intact, you cannot consider the auditory nerve as having an organic lesion. I think there are-a. large. number of functional cases about, more than I thought likely before I began work at the Pensions Board.
Case of Facial Paralysis. By J. DUNDAS GRANT, M.D.
H. B., AGED 7, has now complete left facial paralysis with soft boggy swelling on floor of meatus. There is an enlarged softened gland below the mastoid and a chain of slightly enlarged glands behind the sternomastoid. The taste for sugar is preserved on left side of tongue. Discharge from ear began five weeks ago after a week of pain in the ear. It lasted a fortnight, and on its cessation the facial paralysis developed.
A week later pain returned with renewed discharge. ? Caries of posteroinferior wall of meatus.
Mr. J. F. O'MALLEY: It seems to me there is something in the nature of an abscess near the outer part of the sternomastoid foramen, probably pressing on the facial nerve in that regiqn. Dr. Grant said the chorda tympani is active, so the presumption is that it is not in that part of the Fallopian canal in relation to the middle ear that any trouble arises, and also the fact that hearing is good would support this view. I therefore think the trouble is due to peripheral pressure.
Dr. DUNDAS GRANT (in reply): What I propose to do is to make an incision behind the auricle, and work my way towards the soft places in the floor of the meatus, with every expectation of finding some carious focus. I think it is probably a tuberculous lesion. I will show the case again at the next meeting. 
